We have measured pulmonary artery (PA) and left ventricular diastolic pressures (LVDP) 
SUMMARY
We have measured pulmonary artery (PA) and left ventricular diastolic pressures (LVDP) in patients with acute myocardial infarction to establish the relationships of PA pressure to LVDP. Paired determinations for the various parameters showed (mean difference in mm Hg): left ventricular end-diastolic pressure (LVEDP )-LVDP pre-a + 7.9, P <0.001; LVEDP-mean PA wedge + 6.0, P < 0.001; mean PA wedge-LVDP pre-a, + 0.8, P > 0.2; PA end-diastolic pressure (PAEDP)-mean PA wedge (in all patients) +3.3, P < 0.001; PAEDP-mean PA wedge ( Figure 1 shows the relationship of LVEDP to LVDP pre-a. The LVEDP averaged 19.8 mm Hg (range 6-42), and the LVDP pre-a averaged 11.9 mm Hg (range 0-27). The difference, which is the atrial contribution to LVEDP, averaged 7.9 mm Hg. When LVEDP exceeded 12 mm Hg, atrial contraction contributed an average of 8.9 mm Hg (range 2-18) to EDP, and when the LVEDP was _12 mm Hg, atrial contraction contributed an average of 4.4 mm Hg (range 1-11) to LVEDP. Therefore, it can be seen that atrial contraction made a large contribution to LVEDP, particularly when LVEDP exceeded 12 mm Hg.
The inean PA wedge pressure was lower than the LVEDP in all instances ( fig. 2) . However, there was no significant difference between the mean PA wedge pressure and the LVDP pre-a ( fig. 2, As can be expected, the PA pressure was higher than the LVDP pre-a and mean PA The relationship of PAEDP to LVEDP in all patients.
LA and LV) averaged 7.1 mm Hg, and LVEDP averaged 8.7. Thus, the mean increase of LVDP as a result of atrial contraction was 1.6 mm Hg. In our patients the mean values for LVDP pre-a and LVEDP were 11.9 and 19.8 mm Hg, respectively. Thus atrial contraction contributed an average of 7.9 mm Hg to LVEDP, a fivefold increase in the contribution of atrial contraction to EDP (7.9 vs 1.6). altered LV compliance, and that atrial contraction made a significant contribution to LVEDV. Therefore, we feel that LVEDP rather than PAEDP or mean PA wedge pressure is the parameter that should be used in the assessment of ventricular performance.
In acute myocardial infarction, atrial contraction made a large contribution to LVEDP. Therefore, LVEDP and MLAP were not equal and there was no equalization of pressure between PA and LV at end-diastole. In addition, in many patients there were differences between PAEDP and mean PA wedge pressure due to increases in pulmonary vascular resistance. If LV filling pressures are monitored in patients with acute myocardial infarction, the following data are important:
(1) MLAP (or mean PA wedge pressure), to assess the pulmonary venous pressure and thus the risks of patients developing pulmonary edema, and (2) LVEDP, to assess the performance characteristics of the LV. Measurement of PA and PA wedge pressures only involved catheterization of the right side of the heart but they did not provide a reliable estimate of LVEDP. PAEDP, if elevated, usually signified an elevated PA wedge pressure. Although determination of left ventricular diastolic pressures necessitated catheterization of the LV, LVEDP could be directly measured. Since LVDP pre-a correlated well with the mean PA wedge pressure, reliable information about pulmonary venous pressure was also obtained.
